Summary
Introduction
According to the International Association for the Study of Pain (IASP), pain is an unpleasant sensory and emotional experience associated with actual or potential tissue damage, or described in terms of such damage. [1] Pain, protecting the organism from further physiological or possible dangers, is a multi-dimensional, complex and unpleasant feeling influenced by past experiences. [2] Causing stress and anxiety, pain may lead to a poor sleep and low quality of life by disturbing productivity, relationships, well-being, functional capacity and ability of self-caring and fulfilling family, social and occupational roles of a person. [3] Quality of sleep is defined as one's feeling robust, fit and ready for a new day. Sleep quality is a measure which includes sleep latency, duration of sleep, number of awakenings per night, depth of sleep and resting. [4] Sleep is an important criterion for health and well-being. [5] In the literature, 50-70% of those experiencing pain has sleep problems and it is reported that there is a positive correlation between pain and sleep problems. [6] [7] [8] It is also stated in experimental studies conducted on animals and human beings that there is a positive correlation between sleep disorder and pain. [9] Pain causes an individual to experience difficulties with falling asleep and maintaining sleep, increases sensitivity to pain and decreases ability cope with pain. [6, 10] Along with affecting sleep quality, pain may increase use of healthcare services and treatment expenses and decrease productivity and labour force participation. [5, 11] World Heath Organization describes quality of life as the patient's perception of his/her position in life in the context of the culture and value systems in which he/she lives and in relation to his/her goals, expectations, standards and concerns. [12] Based on the perceptive and affective centers of the brain, perception and definition of pain and behavioural responses to pain differ among individuals. [1, 13, 14] Response of an individual to pain changes based on his/her sensory perception, psychological status, ability to cope with pain, attitude of his/her family and how the he/she interprets pain. [2] For this reason, it is necessary to interview with such patients in detail, take an adequate history, ensure continuous monitoring, use appropriate methods for pain evaluation and take into consideration verbalization of pain. [3, 13] In this context, it is important to determine the impact of pain on the quality of sleep and life and plan necessary care, treatment and discharge training.
As insufficient pain management sometimes causes undesired consequences such as decreased functional status and increased fatique and quality of life and sleep, studies on defining quality of life has increased in recent years. There are many studies stating that pain is associated with perceived quality of life. [15, 16] In Turkey, there are studies on patients having chronic pain but none are specific to pain clinics. The purpose of the study was to determine the relationship between pain perceived by the patients hospitalized in the algology clinic and their sleep and quality of life.
Materials and Methods

Population and sample
Of the inpatients treated in the algology clinic of a university hospital in the city center of Sivas, those who were over 18 years of age and agreed to participate in the study comprised the study population. The study was conducted between January 2011 and December 2011. After the power analysis, the values were set as α=0.05, β=0.20, (1-β)=0.80 and it was decided to include 122 patients in the sample. The power of the test was assessed as p=0.89904.
Data collection tools
Data were collected through Personal Information Form, Visual Analog Scale (VAS), Pittsburg Sleep Quality Index (PSQI) and Short Form 36.
Personal Information Form: Personal Information
Form was composed of 20 questions on socio-demographic features and diseases of the patients.
Visual Analog Scale (VAS): VAS scale used in evaluating the severity of pain was developed by Price et al. Response is indicated along a 10 cm continuum where 0= no pain and 10= severe pain. In the said scale, patients mark the line at the point that best represents the severity of their pain. Then, the distance between the mark and the lower end is measured in cm and the obtained numeric value indicates the severity of the pain. [17] Pittsburg Sleep Quality Index (PSQI): PSQI, which is a self-rated questionnaire assessing sleep quality and sleep disturbance over one-month period, was developed by Buysse et al. in 1989 . PSQI has 19 questions grouped into 7 component scores, each of of which has a range of 0-3 points. The seven component scores are added to yield one global PSQI score. Global score ranges between 0-21 where ≤5 indicates "good sleep and >5 indicates "poor sleep". Validity and reliability of PSQI in Turkey were carried out by Agargun et al. (1996) and Cronbach's alpha internal consistency coefficient was found to be 0.80. [4, 18] In the present study Cronbach alpha coefficient was found to be 77.
Short Form 36 (SF-36):
Short From 36, which is a self-administered, 36 item questionnaire developed by Ware and Sherbourne (1992) , was translated into Turkish by Kocyigit et al (1999) who also carried out validity and reliability studies. SF-36 comprises 8 dimensions: Physical Functioning (10 items), Social Functioning (2 items), Role-Physical (4 items), Role-Emotional (3 items), Mental Health (5 items), Energy/Vitality (4 items), Pain (2 items), General health (5 items). SF-36 is evaluated for recall over the last four weeks. Dimensions are scored between 0 and 100 where the maximum score indicates a good health. [19, 20] In our study, Cronbach alpha coefficient was found to be 91.
Process
Data collection tools which consist of characteristics of patients and accepting to participate in the study were administered during face-to-face interviews. Forms were completed in approximately 15-20 minutes.
Ethical principles of the study
Before starting the study, an approval was obtained from Cumhuriyet University Health Research and Training Hospital Ethical Committee (Decision no: 2010-03/15) and from the hospital where the study was undertaken. The aim of the study was conveyed to those accepting to participate in the study, consents were obtained and the study was conducted according to the Helsinki Declaration.
Statistical evaluation
Data were evaluated using SPSS 14.00 package program. T-test, Kruskal-Wallis test and Mann-Whitney U test were employed in comparison of descriptive features, quality of sleep and life and pain while quality of sleep, quality of life and VAS were compared using pearson correlation. Significance level was taken as p<0.05.
Results
Descriptive features
In the present study, average age was 50.8±13.8 and there were 79 (64.8%) women. 100 (82%) of the individuals were married, 46 (37.7%) were primary school graduates and 64 (52.5%) were housewive. When perceived income was questioned, 84 individuals stated that their income was equal to their expenses. Nearly all (99.2%) had a social security. The distribution of the length of stay in hospital was 1.2±1.1 days. 94 (77.0%) of the participants had no attendant, 9 (73.0%) had a history of hospitalization and 30 (24.6%) had undergone a surgery. 90 (73.8%) of the patients had chronic condition related with nerve system in 35 (28.7%), musculoskeletal system in 29 (23.8%) and cardiovascular system in 25 (20.5%) patients. Mental diseases (0.8%) and respiratory system diseases (0.8), followed by cancer (2.5%) were the most rare conditions observed. 63 (51.6%) of the patients perceived their health as moderate while 64 (81%) of those reporting health problems were women and 76 (62.3%) were living with their spouses and children.
Findings related to pain and the quality of sleep and life
Average VAS score was 6.9±2.5, total PSQI score was 10.0±4. 5 Table 1 shows average scores of quality of sleep, quality of life and VAS with reference to the descriptive features of the patients. When quality of life (QoL) dimensions are examined, Physical Functioning, Role-Physical, Social Functioning, Role-Emotional and Mental Health scores were found to be better in men and in those having no health problems when compared to women and to those having no health problems, respectively. Pain, which is another dimension of QoL, was found to be higher in women than men, in marrieds and widows than singles and in those having a health problem than those having no health problem. Energy was found to be the lowest in singles, followed by marrieds and widows. Social functioning was better in widows than marrieds and singles. Mental health was lower in singles than marrieds and widows. Comparison of VAS and PSQI revealed that VAS and PSQI scores were worse in women than men and in those having health problem than those having no health problem. A statistically significant correlation was found between VAS and PSQI (r=0.425; p=0.000).
Comparison of descriptive features, quality of sleep and life and pain
Findings related to comparison of quality of sleep, quality of life and VAS
Discussion
In the present study where the impacts of the pain perceived by patients hospitalized at the pain clinic on the quality of sleep and life were studied, it was found that quality of sleep and quality of life were influenced negatively. Results obtained are discussed herein under two headings as: 1-Descriptive features and findings related to quality of sleep-life and pain 2-Correlation of VAS to quality of sleep and quality of life
Descriptive features and findings on quality of sleep-life and pain
Our study is similar to previous studies in that Physical Functioning, Role-Physical, Role-Emotional and Social and Mental Health dimensions of QoL were better in males. [21] [22] [23] [24] [25] Thomtén et al. [16] found that long-term pain affected general health, social and psychological well-being negatively. Having a better quality of life in men can be related to the facts that women have more responsibility in daily life, have more chronic diseases and higher reaction, perception and sensitivity towards events.
This could also be related to other factors such as doing houseworks is most of the times perceived as the natural responsibility of women, most of the women does not have a regular income, have limited access to different social environments and roles and have insufficient social support. Studies conducted have reported that a better quality of life in men are related with genetic, hormonal, anatomic, biological, mental, socio-cultural and lifestyle differences. [26] It was found in the present study that VAS and PSQI scores were worse in women and those having health problems. In women, pain and poor quality of sleep may be associated with the facts that women are more sensitive to pain-sleep problems and their responsibilities, are away from their houses at hospital and are better in defining their pain and seeking help in health related issues. Epidemiological studies have shown that women report more intense and frequent pain than men. [26] However, in a study on young adults, Graham and Streitel [5] found that gender was not associated with quality of life and pain, which is not consistent with our result.
In the present study, pain scores were found to be were higher in females, married individuals and those having health problems. In a study conducted on patients having chronic low back pain, Dündar et al. [27] found no relation between marital status and quality of life. Ordu Gokkaya et al. [21] evaluated pain and quality of life in 275 elderly patients and found that there was no association between marital status and the quality of life, which was not consistent with our findings. These different findings could be related with having an older patient group (72.77±5.7) in Ordu Gokkaya et al.'s [21] study and younger patient group (34,4±10,4) in Dündar et al.'s [27] study when compared to our patient group.
Findings related to the correlation of quality of sleep, quality of life and VAS As the level of pain increases, scores on dimensions of QoL, namely Physical Functioning, Role-Physical and Role-Emotional decrease and scores of pain increase. In the literature, people having pain have reported experiencing difficulties in maintaining their physical, occupational and daily activities, feeling less energetic and having problems in attending social activities and coping with mental issues. [22] Ordu Gokkaya et al. [21] conducted a study on 275 patients and found that nearly all the patients had pain and there was a relation between pain and low quality of life. Becker et al. [28] found that pain was correlated with Physical Functioning dimension of QoL.
In a study on palliative care patients, Boström et al. [29] found the scores for the quality of life dimensions physical functioning, role-physical and bodily pain were significantly different in patients. In patients having chronic back pain, Dündar et al. [27] found that Role-Physical dimension of SF-26 was negatively and closely associated with bodily pain while Physical Functioning, General Health and Social Functioning dimensions were negatively correlated. In studies similar to our study, it has been found that pain affects quality of life in every field. [22, 24] In our study, it was found that quality of life worsened as the pain level increased. Pain and sleep problems are among the most important health issues. In the literature, patients having pain have been reported to wake up frequently, experience difficulties in falling asleep and maintaining sleep, spend more time in bed asleep and have poor sleep quality due to sleeping less. [10, 15] Previous studies have reported that half of those patients reporting least level of pain had sleep problems. [5, 6, 30] Sayar et al. [31] conducted a study on 40 healthy individuals and 40 chronic pain patients and found that quality of sleep decreased as the intensity and level of pain increased. In a study conducted on patients having chronic pain, Lunde et al. [32] found that chronic pain was correlated with poor sleep quality, which led to problems such as difficulty in initating and maintaining sleep and impairment in daytime functioning. Our results are parallel to the results obtained in previous studies. [9, 33, 34] In the present study, a significant moderate negative correlation was found between quality of life and the dimensions of QoL: Physical Functioning, Role-Physical and Role-Emotional. Quality of life decreases as the quality of sleep worsens. In a study on cancer patients, Mystakidou et al. [15] found a significant negative relation between poor quality of sleep and physical and emotional dimensions of QoL, which is parallel to our results. Many other studies support these results too. [35, 36] In conclusion of study, quality of sleep and life was found to decrease as the level of pain increased and quality of life was affected negatively when the quality of sleep was poor. Applications towards resolving pain would have a positive affect on the quality of sleep and life. Health professionals at pain clinics need to know the causes, features and prevalence of pain along with effective factors and approaches towards resolving pain. In this regard, they may contribute to early recovery by reducing pain perception, which would contribute to quality of sleep and life. Moreover, it is recommended to evaluate quality of sleep and quality of life and plan appropriate interventions in patients hospitalized at pain clinics. Further studies on larger populations are also recommended.
Limitations of the study
Conclusions of the present study cannot be generalized beyond the study group.
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